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BRIEF CLINICAL REPORTSGiant tracheoceleAbdul Razak, MS,a Prashant H. Patil, MS,b Jaspal Singh Sahota, MS,b and S. Subramanian, MS,b Melaka,
MalaysiaTracheocele, a protrusion of the mucous membrane through
a defect in the tracheal wall, may be congenital or acquired.1,2
Tracheoceles are rare,1 and most cause only a few symptoms,
which are usually well tolerated.1,3 We report the case of
a 52-year-old man with a giant tracheocele that was incor-
rectly diagnosed preoperatively as a laryngocele.FIGURE 1. A, Computed tomographic scan of neck at level of thyroid
cartilage showing tracheocele (white arrow) and larynx (black arrow). B,
Computed tomographic image at level of second thoracic vertebra showing
tracheocele (white arrow) and trachea (black arrow).CLINICAL SUMMARY
A 52-year-old Chinese man was seen in our outpatient
clinic with a gradually progressive right-sided neck swelling
of 2 years’ duration. He did not have any other symptoms.
Physical examination revealed a swelling, 8 3 6 cm in its
largest vertical and horizontal dimensions, respectively, that
occupied both the anterior and posterior triangles of the right
side of the neck. The lesion extended from the superior bor-
der of thyroid cartilage to the level of supraclavicular fossa.
The swelling was nontender, soft, and compressible. The
skin over the swelling appeared normal. The swelling in-
creased in size in response to the Valsalva maneuver.
A computed tomographic scan of the neck and upper
thorax (Figure 1) revealed a large, air-filled cavity, located
on the right anterior aspect of trachea and larynx and extend-
ing from the thyroid cartilage to the third thoracic vertebra.
No communication of the swelling with the trachea or larynx
could be detected on the images. A barium esophagogram
did not show any communication between the esophagus
and the swelling. Flexible bronchoscopy also could detect
no communication of the swelling with the larynx or trachea.
A provisional diagnosis of laryngocele was made on the
basis of the location of the mass and the frequency with
which such lesions occur in the neck. Surgical excision of
the swelling was planned for cosmetic reasons.
With the patient under general anesthesia, the swelling
was approached through a collar incision. During surgery,
a small communication of the swelling with the trachea
was noticed on its right posterior aspect between the second
and third tracheal rings. On the basis of this finding, a diag-
nosis of tracheocele was made. The tracheocele was excised
en bloc (Figure 2, A), and the defect was closed in two layers
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The Journal of Thoracic and Capostoperative period was uneventful. The patient had no
symptoms at a follow up visit 2 months after the surgery.
Histopathologic examination of the excised specimen
showed respiratory epithelium with underlying fibrocarti-
lagenous tissue (Figure 2, B). This finding confirmed the
diagnosis.DISCUSSION
Tracheoceles can be classified as congenital or
acquired.1,2,4 A congenital tracheocele arises from the tracheal
wall because of an embryonic anomaly. The opening that
communicates with the trachea is usually small, and the tra-
cheocele wall may contain normal tracheal elements, such
as cartilage or muscle.1 An acquired tracheocele usuallyrdiovascular Surgery c Volume 139, Number 3 e27
FIGURE 2. A, Excised specimen of giant tracheocele. B, Histologic
preparation of specimen. Hematoxylin-eosin stain, magnification 40x.
Brief Clinical Reportsresults from trauma to trachea or from chronic bronchopulmo-
nary disease,1,4 and the opening that communicates with the
trachea is usually large.4 In our case, the absence of any historyFrom Guy’s and St Thomas’ NHS Foundation Trust, London, United Kingdom.
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cating orifice between the swelling and the trachea, and pres-
ence of fibrocartilagenous tissue in the histopathologic
examination point to a diagnosis of congenital tracheocele.
Laryngocele is the diagnosis usually considered for
a large, air-filled swelling in the neck because of the com-
mon occurrence of this lesion. Both laryngoceles and large
tracheoceles may not produce any symptoms other than
neck swelling. In such situations, computed tomographic
scan usually confirms the diagnosis. Bronchoscopy also
may aid in diagnosis. At times, computed tomographic
scan may not show clear communication between the swell-
ing and the trachea1 or the larynx. Bronchoscopy also may
not reveal any opening in the larynx or trachea.4,5 In such sit-
uations, a diagnosis of laryngocele may be made; however,
the possibility of a large tracheocele should also be kept in
mind, as illustrated by our case.
Tracheoceles are more common on the right side.1,2
Treatment of tracheocele is generally conservative. Surgical
excision of large tracheoceles may be undertaken for cosmetic
reasons, in pediatric cases with severe respiratory symptoms,
or in patients with frequent concomitant infections.1
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Arch Otolaryngol Head Neck Surg. 2007;133(940):942-3.Late embolization to the aortic arch of an Amplatzer Device used to
occlude a baffle leakPrem Venugopal, MCh, FRCS, Hazem Fallouh, FRCS, and David Anderson, FRCS, London, United KingdomWe report a case of late migration to the aortic arch of a per-
cutaneous Amplatzer Septal Occluder Device (AGA Medi-
cal Corp, Plymouth, Minn) used to occlude a baffle leak
after a Mustard procedure. After an unsuccessful attempt
at percutaneous removal of the embolized device from the
aortic arch, the device was removed surgically with uncom-
plicated recovery.ery c March 2010
